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Important Telephone Numbers

Wisconsin Medicaid' s Eligibility Verification System (EVS) is available through the following resources to
verify checkwrite information, claim status, prior authorization status, provider certification, and/or recipient

digibility.

Service

Information
available

Telephone number

Hours

Automated Voice
Response (AVR)
System
(Computerized voice
response to provider
inquiries.)

Checkwrite Info.
Claim Status

Prior Authorization
Status

Recipient Eligibility*

(800) 947-3544

(608) 221-4247
(Madison area)

24 hours a day/
7 days a week

Personal Computer
Software

and

Magnetic Stripe
Card Readers

Recipient Eligibility*

Refer to Provider
Resources section of
All-Provider
Handbook for a list of
commercial eligibility
verification vendors.

24 hours a day/
7 days a week

Provider Services
(Correspondents assist
with questions.)

Checkwrite Info.
Claim Status

Prior Authorization
Status

Provider Certification
Recipient Eligibility*

(800) 947-9627
(608) 221-9883

Policy/Billing and Eligibility:
8:30 a.m. - 4:30 p.m. (M, W-F)
9:30 a.m. - 4:30 p.m. (T)
Pharmacy:

8:30 a.m. - 9:00 p.m. (M, W-F)
9:30 a.m. - 9:00 p.m. (T)

9:00 a.m. - 5:00 p.m. (Sat.)

Direct Information
Access Line with
Updates for
Providers
(Dial-Up)

(Software
communications
package and modem.)

Checkwrite Info.
Claim Status

Prior Authorization
Status

Recipient Eligibility*

Call (608) 221-4746
for more information.

7:00 a.m. - 6:00 p.m. (M-F)

*Please use the information exactly as it appears on the recipient's ID card or EVS to complete the patient
information section on claims and other documentation. Recipient eligibility information available through

EVS includes:
- Dates of eligibility.

- Medicaid managed care program name and telephone number.
- Privately purchased managed care or other commercial health insurance coverage.

- Medicare coverage.

- Lock-In Program status.
- Limited benefit information.
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Preface

The Wisconsin Medicaid and BadgerCare Physician
ServicesHandbook isissued to physicians, physician
assistants, physician clinics, rura hedth clinics, blood
banks, and federdly qualified health centerswho are
Wisconsin Medicaid certified. It containsinformation
that applies to fee-for-service Medicaid providers.
TheMedicaid information in the handbook appliesto
both Medicaid and BadgerCare.

Wisconsin Medicaid and BadgerCare are
administered by the Department of Health and
Family Services (DHFS). Withinthe DHFS, the
Division of Health Care Financing (DHCF) isdirectly
responsiblefor managing Wisconsin Medicaid and
BadgerCare. BadgerCare extends Medicaid
coverageto uninsured children and parentswith
incomes at or below 185% (as of January 2001) of
thefederal poverty level and who meet other
program requirements. BadgerCare recipients
receive the same health benefits as Wisconsin
Medicaid recipientsand their hedlth careis
administered through the same delivery system.

Medicaid and BadgerCarerecipientsenrolledin
state-contracted HMOs are entitled to at least the
same benefits as fee-for-service recipients; however,
HMOs may establish their own requirements
regarding prior authorization, billing, etc. If youarean
HMO network provider, contact your managed care
organi zation regarding itsrequirements. Information
contained in this and other Medicaid and BadgerCare
publicationsis used by the DHCF to resolve disputes
regarding covered benefits that cannot be handled
internally by HMOs under managed care
arrangements.

Verifying Eligibility

Wisconsin Medicaid providersshould dwaysverify a
recipient’sdligibility before providing services, bothto
determinedligibility for the current dateand to
discover any limitationsto the recipient’s coverage.
WisconsinMedicaid' sEligibility Verification System
(EVS) providesdigibility information that providers
can access a number of ways.

Refer to the Important Telephone Numbers page at
the beginning of thissection for detailed information
onthemethodsof verifying digibility.

Handbook Organization

The Physician Services Handbook consists of the
following sections:

e Medicineand Surgery Section.
e Laboratory and Radiology Section.
*  Anesthesia Section.

In addition to the Physician Services Handbook, each
Medicaid-certified provider isissued acopy of the
All-Provider Handbook. TheAll-Provider Handbook
includesthefollowing sections:

ClamsSubmission.

Coordination of Benefits.

Covered and Noncovered Services.
Prior Authorization.

Provider Certification.

Provider Resources.

Provider Rightsand Responghilities.
Recipient Rightsand Respongibilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelega
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Socia Security Act; Title
XI1X (42 US Code ss. 1396 and following) and
TitleXXI.

e Regulation: Title42 CFR Parts 430-456 — Public
Health.

Wisconsin Law and Regulation

e Law: Wisconsin Statutes: Sections49.43 - 49.497
and 49.665.

Physician Services Handbook—Anesthesia ¢ May 2001 3



*  Regulation: WisconsnAdminigtrative Code,
Rules of Health and Family Services, Chapters
HFS 101 - 108.

Handbooks and Wisconsin Medicaid and
Badger Care Updates further interpret and
implement theselaws and regulations.

Handbooks and Updates, maximum allowable fee

schedules, helpful telephone numbers and addresses,
and much moreinformation about Wisconsin

4 wisconsin Medicaid and BadgerCare ¢ May 2001

Medicaid and BadgerCare are available at the
followingWeb sites:.

www.dhfs.state.wi.us/medicaid
www.dhfs.state.wi.us/badgercare

Medicaid Fiscal Agent

The DHFS contracts with afiscal agent, whichis
currently EDS, to provide health claims processing,
communications, and other related services.



Wisconsin Medicaid
pays only for those
services that are
medically necessary,
appropriate, and, to
the extent that
alternative services
are available, the
most cost-effective.

General Information

The Anesthesia section of the Physician
ServicesHandbook includesinformation for
anesthesiologists and physician clinics
regarding covered services, reimbursement
methodol ogy, and billing information that
appliesto fee-for-service Medicaid providers.
Wisconsin Medicaid HMOs are required to
provide at least the same benefits provided
under fee-for-service arrangements. (If you
areaMedicaid HMO network provider,
contact your managed care organization for
information about itsrequirements.)

What are Medicaid-
Covered Physician
Services?

Physician services covered by Wisconsin
Medicaid are:

Diagnostic services.
Preventive services.
Therapeutic services.
Rehabilitative services.
Pdlliative services.

Wisconsin Medicaid coversonly those services
that are medically necessary, appropriate, and,
to the extent that aternative services are
available, the most cost effective.

Refer to HFS 107.03, Wis. Admin. Code, and
to HFS 107.06(5), Wis. Admin. Code, for
services not covered by Wisconsin Medicaid.

Provider Eligibility and
Certification

Tobecertified by Wisconsin Medicaid,
physicians must be licensed to practice
medicine and surgery pursuant to ss. 448.05
and 448.07, Wis. Stats., and chaptersMed 1, 2,
3, 4,5, and 14, Wis. Admin. Code.

Physicians are asked to identify their practice
specidty at thetime of certification.
Reimbursement for certain servicesislimited
to providerswith specific speciaties.

Types of Provider
Numbers

Wisconsn Medicaidissuesall providers,
whether individuals, agencies, or ingtitutions, an
eight-digit provider number to bill Wisconsin
Medicaid for servicesrendered to eligible
Medicaid recipients. A provider number

bel ongs solely to the person, agency, or
ingtitutiontowhomitisissued. Itisillegal for
providersto bill using aprovider number

bel onging to another provider.

A provider keepsthe same provider number in
the event that he or she relocates, changes
specidties, or voluntarily withdrawsfrom
Medicaid and later chooses to be reinstated.
(Notify Provider Maintenance of changesin
location or of specialty by using theWisconsin
Medicaid Provider Change of Address or
Status Forminthe Provider Certification
section of theAll-Provider Handbook. The
formisalso available on the Medicaid Web site
a www.dhfs.state.wi.usmedicaid.) A
provider’s number is not reissued to another
provider inthe event of termination from
WisconsinMedicaid.

Wisconsin Medicaid issuesthreetypes of
provider numbersto physicians, physician
assigtants, and physician clinics. Each type of
provider number hasits designated uses and
restrictions. The three types are:

Billing/performing provider number.
Group hilling number.
Nonbilling/performing provider number.

Physician Services Handbook — Anesthesia ¢ May 2001 5
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Billing/Performing Provider Number
(Issued to Physicians)

Wisconsin Medicaidissuesabilling/performing
provider number to physiciansthat alowsthem
to identify themselves on the HCFA 1500 claim
form as either the biller of services or the
performer of serviceswhen aclinic or groupis
billing for theservices.

Group Billing Number (Issued to
Clinics)

A group billing number isprimarily an
accounting convenience. A physicianclinic or
group using agroup billing number receives
one reimbursement and one Remittance and
Status (R/S) Report for covered services
performed by individua providerswithinthe
clinic or group.

Individua providerswithinaphysicianclinicor
physician group must so beMedicaid
certified because physician clinicsand groups
are required to identify the performer of the
service on the claim form. (The performing
provider’sMedicaid provider number must be
indicated in element 24K of the HCFA 1500
claimformwhen agroup billing number is
indicated in element 33.) Ordinarily, aclaim
billedwith only agroup billing number isdenied
reimbursement. Refer to the HCFA 1500 claim
form completioninstructionsin Appendix 2 of
thissection for moreinformation.

Nonbilling/Performing Provider
Number (Issued to Physician
Assistants)

Wisconsn Medicaidissuesanonbilling/
performing provider number to physician
assistants because they must practice under
theprofessiona supervision of aphysicianto
bedligible providers. Physician assistants must
be supervised by aphysician to the extent
required under stateregulation and licensing
statutes, medical practices statutes, and Med 8,
Wis. Admin. Code. A nonbilling/performing
provider number may not be used to
independently bill WisconsnMedicaidandis
used in one of two ways.

1. Toindicatethe physician assistant’snon-
billing/performing provider number in
element 24K of the HCFA 1500 claim
form and the supervising physician’sname
and provider number in element 33 of the
claimform. All reimbursement for this
clamismadedirectly to the supervising
physician.

2. Toindicatethe physician assistant’'snon-
billing/performing provider number in
element 24K of the claim form and the
clinic'sprovider number inelement 33. All
reimbursement for thisclaimismade
directly totheclinic.

Recipient Eligibility

Wisconsin Medicaid providersshould always
verify arecipient’sdigibility beforeddivering
services, bothto determinedigibility for the
current date and to discover any limitationsto
the recipient’s coverage.

Recipientsinthefollowing benefit categories
havelimitationsintheir Medicaid coverage:

e Quadlified MedicareBeneficiary only

(QMB-only).

»  Specified Low Income Medicare
Beneficiary (SLMB).

*  Qualified Dissbled Working Individua
(QDWI).

*  PresumptiveEligibility.
e lllegd (undocumented) diens.
*  Tuberculossrelated.

Refer to the Recipient Rightsand
Responsibilities section of the All-Provider
Handbook for moreinformation about these
restricted benefit categoriesand other eigibility
issues, such as Lock-In status.

Eligibility informationisavailablefrom
Wisconsin Medicaid sEligibility Verification
System (EVS). The EVSisused by providers
to verify recipient eigibility, including whether
therecipientisenrolledinaMedicad HMO,
has private hedlth insurance coverage, or isin
aredtricted benefit category. Providers can

6 Wisconsin Medicaid and BadgerCare ¢ May 2001

Wisconsin Medicaid
providers should
always verify a
recipient’s eligibility
before delivering
services, both to
determine eligibility
for the current date
and to discover any
limitations to the
recipient’s coverage.



In most cases,
Wisconsin Medicaid is
the payer of last resort
for any Medicaid-
covered service.

accessMedicaid's EV Sanumber of ways,

induding:

e Automated Voice Response (AVR) system.
*  Magnetictripecard readers.

*  Persona computer software.

*  Provider Services.

» Direct Information Access Line with

Updates for Providers (Dia-Up).

Refer to the Provider Resources section of the
All-Provider Handbook for moreinformation
about these methods of verifying recipient
eligibility. For moreinformation about recipient
igibility itsalf, refer to the Recipient Rights
and Responsibilities section of theAll-Provider
Handbook.

Medicaid Managed Care
Coverage

Wisconsin Medicaid HMOs are required to
provide at |east the same benefits provided
under fee-for-service arrangements. For
recipientsenrolled in aMedicald managed care
program, al conditionsof reimbursement and
prior authorization (PA) for physician services
are established by the contract between the
managed care program and the provider.
Claimssubmitted to Wisconsin Medicaid for
services covered by the recipient’s Medicaid
managed care program are denied.

Additiond information regarding Medicaid
managed care program noncovered services,
emergency services, and hospitalizationsis
located in the Wisconsin Medicaid Managed
Care Guide.

Medicaid Abortion Policy

Coverage Policy
In accordance with Section 20.927, Wis. Stats,,

Wisconsin Medicaid coversabortionswhen
oneof thefollowing situationsexigts:

e Theabortionisdirectly and medically
necessary to save the life of the woman,
provided that prior to the abortion the
physician attestsin asigned, written

Physician Services Handbook — Anesthesia ¢ May 2001 7

statement, based on hisor her best clinical
judgement, that the abortion meetsthis
condition.

* Inacaseof sexud assault or incest,
provided that prior to the abortion the
physician attestsin asigned, written
statement, to hisor her belief that sexual
assault or incest has occurred, and
provided that the crime has been reported
to the law enforcement authorities.

e Duetoamedica condition existing prior to
the abortion, the physician determinesthat
theabortionisdirectly and medically
necessary to prevent grave, long-lasting
physical health damage to the woman,
provided that prior to the abortion, the
physician attestsin asigned, written
statement, based on hisor her best clinica
judgement, that the abortion meetsthis
condition.

Noncovered Abortions

Servicesincidental to anoncovered abortion
are not covered by Wisconsin Medicaid. Such
servicesinclude, but are not limited to, any of
thefollowing serviceswhen directly related to
the performance of anoncovered abortion:
laboratory testing and interpretation,
anesthesia, recovery room Services,
trangportation, and follow-upvisits.

Refer to the Surgery Services chapter of the
Medicine and Surgery section of the Physician
Services Handbook for moreinformation about
Medicaid policy on noncovered abortions.

Coordination of Benefits

Health Insurance Coverage

In most cases, Wisconsin Medicaid isthe
payer of last resort for any Medicaid-covered
service. If the recipient is covered under
private health insurance, Wisconsin Medicaid
reimbursesthat portion of the alowable cost
remaining after private healthinsurance
sources have been exhausted.
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Insome cases, Wisconsin Medicaid isthe
primary payer and must be billed first. Payers
secondary to Medicaid include governmental
programs such as.

Birthto 3.

The Crime Victim Compensation Fund.
Generad Assistance (GA).

TitleV of the Socia Security Act,
Maternal and Child Health Services,
relating to the Program for Children with
Special Hedlth Care Needs.

e TheWisconsnAdult Cystic Fibrosis

Program.

*  TheWisconsin Chronic Rena Disease
Program.

e TheWisconsin HemophiliaHome Care
Program.

Refer to the Coordination of Benefits section
of theAll-Provider Handbook for more
information on servicesrequiring heath
insurance billing, exceptions, the Other
Coverage Discrepancy Report, and payers
secondary to Medicaid.

Medicare Coverage

Recipients covered under both Medicare and
Wisconsin Medicaid are referred to as dua
entitlees. Claims for Medicare-covered
services provided to dua entitlees must be
billed to Medicareprior to Wisconsin Medicaid.

If aphysicianisnot Medicare certified,
Wisconsin Medicaid requires physiciansto be
retroactively certified by Medicare for the date
the service was provided.

Providers must accept assignment from
Medicarefor clamsfor dua entitlees. The
dual entitleeisnot liablefor Medicare's
coinsurance or deductible.

Usudly, Medicare-allowed claims (called
crossover claims) are automaticaly forwarded
by Medicareto Wisconsin Medicaid for
processing. Wisconsin Medicaid reimbursesfor
coinsuranceand deductiblewithin certain limits
described in the Coordination of Benefits
section of the All-Provider Handbook.

Medicaid reimbursesfor coinsuranceand
deductible on crossover claimseven if the
service provided was not a Medicaid-covered
service.

If the service rendered to adual entitleeis
covered by Medicare (in at least some
situations), but Medicare denied the claim,
submit anew claim to Medicaid and indicate
the appropriate Medicare disclaimer codein
Element 11 of the HCFA 1500 claim form.
Refer to Appendix 2 (element 11) of this
section for alist of the Medicare disclaimer
codes.

Qualified Medicare Beneficiary
Only

Qualified Medicare Beneficiary only (QMB-
only) recipientsaredigibleonlyfor Wisconsin
Medicaid payment of the coinsurance and the
deductiblesfor Medicare-allowed services.
Wisconsin Medicaid doesnot reimburseclaims
for QMB-only recipientsthat Medicare does
not allow. Physicians must accept assignment
from Medicarefor claimsfor QM B-only
recipients.

ElectronicBilling

Wisconsin Medicaid processes claimsthat
providers submit on magnetic tape (tape-to-
tape) or viamodem. All claimsthat providers
submit, whether electronic or paper, are subject
to the same Medicaid processing and legal
requirements. Providers usualy reducetheir
claim errorswhen they submit claims
electronically.

Wisconsin Medicaid provides free software for
billing eectronicaly. If you areinterestedin
billing e ectronically, pleasecall the Electronic
Media Claims (EMC) Department at

(608) 221-4746 to request the appropriate
information. If you are currently using the free
software and have technical questions, please
contact Proservices customer service at

(800) 822-8050.

All physician anesthesiaservicesmay bebilled
electronicaly except when billing for an

8 Wisconsin Medicaid and BadgerCare ¢ May 2001

All'claims that providers
submit, whether
electronic or paper, are
subject to the same
Medicaid processing and
legal requirements.



The fiscal agent
must receive
properly completed
claims for services
rendered to eligible
Medicaid recipients
within 365 days from
the date the service
was rendered.

additional anesthesiologist or whenbillingan
“unlisted” (nonspecific) procedurecode. A
claimfor an additional anesthesiologist must be
submitted on aHCFA 1500 claim form with
documentation of medical necessity attached.
A claim for an unlisted procedure code must
be submitted on the HCFA 1500 claim form
with a description of the procedure writtenin
Element 19 of the claim or written on a
separate document attached to the claim.

HCFA 1500 Claim Form

Physicians submitting paper clamsmust use
the HCFA 1500 claim form dated 12/90.
Wisconsin Medicaid deniesclaimsfor
physician services submitted on any paper
claim form other than the HCFA 1500 claim
form. Refer to Appendix 2 of this section for
HCFA 1500 claim form completion
ingructions.

Wisconsin Medicaid doesnot providethe
HCFA 1500 claim form. You may obtain the
form from anumber of forms suppliers
induding:

L akeside Association Services
State Medical Society Services
PO Box 1109

Madison, WI 53701

(608) 257-6781 (Madison areg)
(800) 362-9080 (toll-free)

Where to Send Your
Claims

Mail completed HCFA 1500 claim formsfor
reimbursement to thefollowing address:

WisconsnMedicaid
Clamsand Adjustments
6406 Bridge Road
Madison, Wi 53784-0002

Claim Submission
Deadline

Wisconsin Medicaid must receive properly
completed claimsfor servicesddivered to

Physician Services Handbook — Anesthesia ¢ May 2001 9

eligibleMedicaid recipientswithin 365 days
from the date the service was rendered. This
policy appliestoal initia claim submissions,
resubmissions, and adjustment requests.

Exceptionsto the 365-day claim submission
deadline and requirementsfor submissionto
LateBilling Appeals can befound inthe

Claims Submission section of theAll-Provider
Handbook.

Billed Amounts

Providersareto bill Wisconsin Medicaid their
usua and customary charge. The usual and
customary charge isthe provider’s charge for
providing the same service to persons not
entitled to Medicaid benefits. For providers
using adiding fee scalefor specific services,
the usual and customary chargeisthe median
(i.e, 50% of charges are above and 50% are
below) of theindividua providers chargefor
the service when provided to non-Medicaid
patients.

Under section 49.43(1m), Wis. Stats,, “charge”
means “the customary, usua and reasonable
demand for payment as established
prospectively, concurrently or retrospectively,”
which may not “exceed the general level of
charges by others who render such services or
care, or provide such commodities, under

similar or comparable circumstanceswithinthe

community in which the chargeisincurred.”

For providerswho have not established usua
and customary charges, Medicaid charges
should be reasonably related to the provider’s
cost to provide the services.

Terms of Reimbursement
Agreement

Aspart of Wisconsin Medicaid certification,
providers sign an agreement to:

»  Bill Wisconsin Medicaidin accordance
withWisconsin Medicaid requirements,
including billing usua and customary
charges by most providers.
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»  Accept Wisconsin Medicaid’' s Termsof
Reimbursement, asdefined intheir
Wisconsin Medicaid certification packet.

Medicaid Payment

Wisconsin Medicaid reimbursesfee-for-
service providersthelesser of thefollowing:

1. Medicaid’'smaximum allowablefeefor the
service.

2. Theprovider'susual and customary
charge.

Reimbursement

Wisconsin Medicaid’susua reimbursement for
general anesthesia and medical direction is
equal to the lesser of the billed amount and the
relative value units (RV Us) for the major
procedure plusthe number of 15-minutetime
units, multiplied by themaximum allowablefee
for the procedure.

For example, if the RVU for the surgical
procedure provided is4.00, the maximum
alowablefee $17.00, and the surgery lasted an
hour and ahadf (which trandatesto abilled
quantity of 6.0), the Medicaid reimbursement
would be cal culated asfollows:

(4+6) x 17.00 = $170.00

The RVU and the maximum alowable fee
assigned to each procedure code isindicated
on the maximum allowabl e fee schedule.

Since the RVU includes usua pre- and
postoperativevisits, the administration of the
anesthetic, and incidental administration of
fluidsand/or blood, Wisconsin Medicaid will not
reimburse these servicesin addition to the
reimbursement for anesthesia

The reimbursement formula for qualifying
circumstance procedure codes 99100, 99116,
99135, and 99140 isthe same asthe formula
for general anesthesia, except that the quantity
for qualifying circumstancesis awaysone.
Reimbursement for qualifying circumstance
procedure codes 36488, 36489, 36620, and

93503 isequal to thelesser of the billed amount
and the maximum allowable feefor the
procedure.

Vascular procedures are separately
reimbursed only when performed outsidethe
surgical suite and are reimbursed the lesser of
thebilled amount and the quantity multiplied by
the maximum allowable fee for the procedure.

Maximum Allowable Fee Schedule

You are encouraged to obtain a schedule of
Wisconsin Medicaid maximum alowablefees
for anesthesia services from one of the
following sources:

e Paper, microfiche, and 3480 tape cartridge
versonsare available for purchase using
the order form located in the Claims
Submission section of the All-Provider
Handbook.

e Anédectronic version that can be
downloaded from the EDS-EPI X bulletin
board, using directionslocatedinthe
Claims Submission section of theAll-
Provider Handbook.

e AnédectronicversononWisconsin
Medicaid'sweb ste at
www.dhfs.state.wi.us/medicaid/.

Maximum Daily Reimbursement

A provider’sreimbursement for al services
performed on the same date of service for the
same recipient may not exceed the amount
established by Wisconsin Medicaid, except for
serviceslasting over six hours. As of

July 1, 2000, the maximum amount is
$2,259.37. Provider reimbursement potentially
exceeding thisamount islimited to the
maximum amount and a message appears on
the Remittance and Status (R/S) Report
informing the provider of thelimit.

A service exceeding six hours must first be
billed to Medicaid inthe usual manner. After
thereimbursement isreceived, additiona
reimbursement may be requested by submitting
an Adjustment Request Form with the
anesthesia record to the fiscal agent. Refer to

10 wisconsin Medicaid and BadgerCare & May 2001

Wisconsin Medicaid
takes no further action
on a denied claim
unless the information
is corrected and the
provider resubmits the
claim for processing.



the Claims Submission section of theAll- If aclaimispaidincorrectly, the provider must
Provider Handbook for asample Adjustment submit an Adjustment Request Formto

Request Form and instructions. Wisconsin Medicaid. TheClaims Submission

section of theAll-Provider Handbook includes g
Fol |OW—Up to Claim detailedinformation regarding: g
Submission . TheR/SReport. Fl
Providers, not Wisconsin Medicaid, initiate *  Adjustmentstopaidclaims, 3
follow-up procedureson Medicaid claims. * Return of overpayments. S

Processed claims appear on the R/S Report Duplicate payments.
either aspaid, pending, or denied.

Wisconsin Medicaid takes no further action on
adenied claim unless the provider correctsthe
information and resubmitstheclamfor
processing.

Physician Services Handbook — Anesthesia ¢ May 2001 11



(=
<}
=1
I
S
-
S
e
c
<
o
@
c
@
[©)

12 wisconsin Medicaid and BadgerCare & May 2001



Refer to Appendix 1 of
this section for
Wisconsin Medicaid-
allowable procedure
codes, modifiers, type

of service (TOS) codes,

and place of service
(POS) codes for
physician anesthesia
services.

Anesthesia Services

Anesthesia

Procedure Codes

Wisconsin Medicaid coverage of anesthesia
servicesisbased on the surgical, therapeutic,
or diagnostic procedure performed by the
surgeon and isidentified by the Current
Procedural Terminology (CPT) procedure
code which best describes the procedure
performed. Wisconsin Medicaid does not
reimburse the CPT anesthesia codes
(00100-01999) except on Medicare crossover
claims. Neither does Wisconsin Medicaid
recognize patient status modifiers P1-P6, as
described in the anesthesia section of CPT.

Do not bill relative value units (RVUs) for the
procedure performed.

Refer to Appendix 1 of this section for
Wisconsin Medicaid-allowabl e procedure
codes, modifiers, type of service (TOS) codes,
and place of service (POS) codes for
physician anesthesia services.

Time Units

Anesthesatimeishbilled to Wisconsin
Medicaid by indicating the number of 15-
minute time units required for the major
procedure performed in element 24G (Days or
Units) of the HCFA 1500 claim form.

Do not bill RvUsfor the procedure performed.

Wisconsin Medicaid automatically includes
RV Us when reimbursement is calculated. Do
not add RVU and time units. Do not indicate
the actual timein minutesor hours.

Anesthesiatime begins when the
anesthesiologigt, certified registered nurse
anesthetist (CRNA), or anesthesiologist
assigtant (AA) physicdly gtartsto prepare the
recipient for theinduction of anesthesiain the

Physician Services Handbook — Anesthesia ¢ May 2001 13

operating room and ends when the person
performing the anesthesia serviceis no longer
in congtant attendance (when the recipient
may be safely placed under postoperative

supervision).

Rounding Guidelines

Time uUnit(s)
(in minutes) Billed
1-15 10
16-30 20
31-45 30
46-60 40
61-75 50
76-90 6.0
91-105 70
106-120 80
etc.

Multiple Procedures

Wisconsin Medicaid reimburses anesthesia
only for the CPT procedure code applicable to
themajor surgical, therapeutic, or diagnostic
procedure performed when multiple
procedures are performed in asingle surgical
session. Assign to that procedure code the
number of 15-minutetimeunitsinvolvedinthe
total surgical session.

Qualifying Circumstances

Procedure Codes

Anesthesia services are sometimes provided
under difficult circumstancesincluding:

e Extraordinary condition of the patient.
e Specid operativeconditions.
* Unusua risk factors.

When these circumstances occur, the
performing or supervising anesthesiologist
may bill an appropriate qualifying circumstance
procedure code(s) in addition to the CPT code
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which best describesthe surgical, therapedtic,
or diagnostic procedure.

The qualifying circumstance procedure codes
listed below arealowed by Wisconsin
Medicaid when billed with TOS* 7"

Code Description
99100 Anesthesiafor patient of extreme
age, under one year and over 70

99116 Anesthesiacomplicated by
utilization of total body
hypothermia

99135 Anesthesiacomplicated by
utilizetion of controlled
hypotension

99140 Anesthesiacomplicated by
emergency conditions (An
emergency isdefined asexisting
when delay in treatment of the
patient would lead to asignificant
increasein the threet to life or

body part.)

Quantity

Morethan one qualifying circumstance
procedure code may be indicated on the claim,
but only aquantity of “1.00" may bebilled for
each.

Invasive Monitoring

Procedure Codes

Wisconsin Medicaid reimbursesthefollowing
invasive monitoring procedure codeswhen
performed by an anesthesiologist and billed
withTOS“7":

Code Description

36488 Placement of central venous
catheter; percutaneous, age 2
years or under

36489 Placement of centra venous
catheter; percutaneous, over

age 2

36620 Arteria catheterization or
cannulation for sampling,
monitoring or transfusion;
percutaneous

93503 Insertion and placement of flow
directed catheter for monitoring
purposes

Quantity

Indicateaquantity of “1.00” whenbilling for
invasivemonitoring.

Vascular Procedures

Procedure Codes

An anesthesiologist may be separately
reimbursed for vascular procedures when
performed in situations other thaninthe
surgical suite. Thefollowing CPT vascular
procedures may be reimbursed when billed
withTOS*2":

Codes Description

36000to  Intravenous and Intra-Arterial/
36248 IntracAorticinjections
36488t0  Placement of centra venous
36491 catheter

36600to  Arterial catheterization

36660

Wisconsin Medicaid doesnot reimburse
anesthesiologistsfor qualifying circumstance
procedure codes when the provider isalso
billing vascular procedures.

Quantity

Indicate the number of services provided as
the quantity billed. Do not report the number of
15-minutetime unitswhen billing these codes
with TOS“2.”

Epidural Anesthesia

Wisconsin Medicaid does not reimburse
separately for anesthesiatime when an

14 wisconsin Medicaid and BadgerCare & May 2001

An anesthesiologist
may be separately
reimbursed for
vascular procedures
when performed in
situations other than
in the surgical suite.



Wisconsin Medicaid
reimburses
anesthesiologists for
epidural procedures
provided for
management of
postoperative or
intractable pain.

epidural anesthesiaprocedureis performed,
except as part of labor and delivery.

Obstetrical

An anesthesiologist’stime spent in constant
attendance with an obstetrical patient
receiving epidural anesthesiaas part of labor
and delivery may bereimbursed. Timespentin
constant attendanceincludes:

e Initiation of theepidural.

* Initid care.

e Intermittent face-to-facemonitoring.
e  Discontinuation of theepidura.

Providersshould bill the appropriatelabor and
ddivery procedure code, TOS“7,” and
appropriate 15-minutetimeunits. Document in
therecipient’'smedical record or anesthesia
report the time actually spent in constant
attendance with the recipient.

Wisconsin Medicaid doesnot reimbursefor
standby anesthesia services provided to
reci pientswho have received an epidural
during labor or delivery.

Example: Epidural Anesthesia for Labor
CPT Code 62318. Bill for procedure then add
time units as follows (15 minutes = 1.0 unit)

Time Description Time
(24-hour units
clock)
2230 - | Epidural catheter inserted; 1.0
2245 prepare and drape; check

blood pressure and pulse
0200 - | Check previously inserted 1.0
0215 epidural catheter, blood

pressure, and pulse
0415 - | Check previously inserted 1.0
0430 epidural catheter, blood

pressure, and pulse
0510 - | Baby girl delivered at 0530; 2.0
0530 check blood pressure and

pulse
0540 - | Epidural catheter removed 1.0
0555 intact; sterile dressing

applied to puncture site

Billable units 6.0

Physician Services Handbook — Anesthesia  May 2001 15

Postoperative and Intractable Pain
Management

Wisconsin Medicaid reimburses
anesthesiologistsfor epidural procedures
provided for management of postoperative or
intractable pain. Indicate the appropriate CPT
surgical coderelated to epidura anesthesia,
TOS"2,” and aquantity of “1.0.” Do not
indicate the number of 15-minutetime unitsas
thequantity.

Any subsequent daily visit with therecipient
related to the epidura procedure should be
billed with the appropriate CPT evaluation and
management procedure code and TOS“1.” If
morethan onevisitisrequired, submit an
Adjustment Request Form (refer to the Claims
Submission section of theAll-Provider
Handbook) with appropriate documentation
and state “Medica Consultant Review
Requested.”

Standby Anesthesiologist

Wisconsin Medicaid reimbursesfor astandby
anesthesiologist when the attending physician
requestsan anesthesiologist beimmediately
available on the premises. The standby
anesthesiologist monitorstherecipient’svital
signsand observesthe recipient, even though
the surgery isactually being performed under
local anesthesia. Wisconsin Medicaid
reimbursesthe standby anesthesiologist asif
general anesthesia had been administered. A
standby anesthesiologist iscovered only when
medically necessary and documented in the
recipient’smedical record.

Standby anesthesiais not covered when
anesthesia, including an epidural, hasalready
been administered.

Tohill for standby anesthesia, includethe
following onthe HCFA 1500 claim form:

e The procedure code best describing the
procedure performed.

e TOS“7”

*  Thenumber of 15-minutetimeunitsthe
anesthesiologist was face-to-face with the
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recipient orimmediately availableonthe
premises during a procedure.

Additional
Anesthesiologist, Nurse
Anesthetist, or
Anesthesiologist
Assistant

Anadditional anesthesiologist, CRNA, orAA
may berequired in certain surgica situations.
Reimbursement for the additiona provideris
established by the Medicaid medica
consultant.

Anesthesia by Surgeon

Reimbursement for anesthesia provided by the
surgeon (e.g., local infiltration, digital block,
topical anesthesia, regional, and genera
anesthesia) isincludedintheMedicaid
reimbursement for the surgical or diagnostic
procedure(s) performed and is not separately
reimbursable.

However, if the anesthesiais the primary
procedure performed for diagnosis or

treatment, it is separately reimbursable. For
example, if anintercostal nerve block isdone
for diagnosisand treatment of postherapeutic
neuralgia, and an epidural steroidinjection
procedureis a so done, the anesthetic
procedureis separately reimbursable.

Abortions,
Hysterectomies, and
Sterilizations

Wisconsin Medicaid requires surgeonsto
attach specific documentation to their claim
when billing for an abortion, ahysterectomy, or
asterilization procedure. If the surgeon does
not attach the required documentation, the
surgeon’s claim and all other claimsrelated to
the surgery are denied reimbursement. This
includestheanesthesiologist’sclaim.
Therefore, verify with the surgeon’s office that
the surgeon has obtained the necessary
documentation beforethe surgery is
performed.

For moreinformation about Wisconsin
Medicaid’srequirementsfor reimbursing
abortion, hysterectomy, and serilizationclaims,
refer to the Medicine and Surgery section of
the Physician Services Handbook.

16 wisconsin Medicaid and BadgerCare & May 2001
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attach specific
documentation to their
claim when billing for an
abortion, a
hysterectomy, or a
sterilization procedure.



Medically directed
anesthesia services
are those services
performed by a CRNA
or an AA and directed
by an
anesthesiologist.

Medical Direction

Wisconsin Medicaid reimburses
anesthesiologists for medical direction of one,
two, three, or four certified registered nurse
anesthetists (CRNAS) or anesthesiologist
assigants(AAS). Thisisonly applicableduring
concurrent surgerieswithin asurgica suite.
The concurrent surgeries do not have to
involveWisconsin Medicaid recipients.

Medical Direction Defined

Medically directed anesthesia services are
those services performed by a CRNA or an
AA and directed by an anesthesiologist. When
aCRNA or AA ismedicdly directed, the
anesthesiologist must do dl of thefollowing:

Perform pre-anesthesia examination and

evauation.

Prescribe the anesthesia plan.

3. Persondly participateinthe most
demanding procedures of the anesthesia
plan, including induction and emergence, if
gpplicable.

4. Monitor at frequent intervals the course of
anesthesiaadministered.

5. Remain physically present on premises
and availablefor immediate diagnhosisand
treatment of emergencies.

6. Indicate post-anesthesia care.

N

Wisconsin Medicaid doesnot reimburse
anesthesiologistsfor general oversight of a
surgicd suite.

Medical Supervision
(Non-Reimbursable)

Medically supervised anesthesiaservicesare
those services performed by a CRNA and
supervised by the attending physician.
Wisconsin Medicaid doesnot reimburse
physiciansfor medical supervision of CRNAS.

Procedure Code/Modifier

Anesthesiologistshill for medica directionwith
the appropriate surgical, therapeutic, and
diagnostic Current Procedural Terminology
(CPT) procedure code directly followed by the
appropriate supervisory modifier in element
24D of the HCFA 1500 claim form. Refer to
Appendix 2 (element 24D) of this sectionfor a
list of themodifiers.

When qualifying circumstancesfor anesthesia
exi<, the supervising anesthesiologist may
receive additiona reimbursement by billinga
qualifying circumstance procedure code from
thelist on page 14. (CRNAs and AAs may not
receive additiona reimbursement for qualifying
circumstances.)

Time Units

When billing for medical direction of CRNAs
or AAs, indicate the number of 15-minute
time units used for the surgical, therapeutic, or
diagnostic procedurein element 24G of the
HCFA 1500 claim form.

Rounding Guidelines

Time unit(s)
(in minutes) Billed
1-15 10
16-30 20
31-45 30
46-60 40
61-75 50
76-90 6.0
91-105 70
106-120 80
121-135 90
etc.
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Billing Example for
Special Situation

In this example, the number of CRNAsbeing
medically directed changesduring surgery: an
anesthesiologist beginsathree-hour surgery
directing two CRNAs. After one hour, athird
surgery beginsand the anesthesiologist directs
the CRNA for that surgery aswell. The
anesthesiologist billsfor thethree-hour surgery
ontwo detail lines of the HCFA 1500 claim
form. On thefirst detail linethe doctor
indicatesthe surgical procedure code, the
modifier W2 (medical direction of two
CRNASAAS), and aquantity of 4.0.

Theremainder of thetimeishilled onthe
second detail line. The procedure codeisthe

same asthat on thefirst line, but the modifier is
W3 (medical direction of three CRNAJAAS)
to represent the third CRNA. Because the
doctor directed the three CRNASs for two
hours, the quantity is8.0. Refer to Appendix 6
for an exampleof thisclaim.

More Information

For moreinformation onbilling for the services
of CRNAs and AAs, refer to the Nurse
Anesthetist and Anesthesiol ogist Assistant
Services Handbook. Providers may obtain a
paper copy of the handbook by calling Provider
Servicesat (800) 947-9627 or (608) 221-9883.
Thehandbook isalso available onthe Medicaid
Web site at www.dhfs.state.wi.us/medicaid/.
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Appendix 1

Medicaid-Allowable Procedure Codes, Modifiers, Type of Service Codes,
and Place of Service Codes for Physician Anesthesia Services

Some procedure codes displayed within ranges below may not be covered by Wisconsin Medicaid. Consult the
Physician Services Maximum Allowable Fee Schedule or call Provider Services regarding coverage of specific
procedure and type of service (TOS) code combinations. The chart below is periodically revised. Refer to the other
sections of the Physician Services Handbook for evaluation and management, laboratory, medicine, radiology, and
surgery procedure codes.

Wisconsin Medicaid-Allowable Anesthesia Services

Service Procedure Codes TOS
Surgery 10040-69999 7
2
Vascular procedures 36000-36248, 36488-36491, 36600-36660 (when anesthesia is not
provided)
Invasive monitoring 36488, 36489, 36620, 93503 7
70010-79999 (Anesthesia for radiology
. procedures is allowed only if the complexity
Radiology of the procedure and the physical condition !
of the patient make it medically necessary.)
Medicine - psychiatry | 90870, 90871 7
Medicine - 92018, 92019 7
ophthalmology
Medicine - special
otorhinolaryngologic | 92502 7
services
Medicine - 92950-92998, 93278-93660, 93724, 93731- 7
cardiovascular 93738, 93799, 93875-93990
Medicine - 94799 7
pulmonary
Medicine - qualifying
circumstances for 99100-99140 7
anesthesia
Modifiers for the Medical Direction of Anesthetists POS Codes TOS Codes
Service Procedure Codes | Modifier POS | Description TOS | Description
Medically directing 1 0 Other 2 Surgery
certified registered 7 Anesthesia
i 1 Inpatient Hospital
néJF:?\leAanesthetlst 10000-79999 Wi p p
( ) or Outpatient
anesthesiologist 2 Hospital
assistant (AA) p
- — 3 Office
Medically directing 2 )
CRNASs/AAs 10000-79999 w2 7 Nursing Home
Medically directing 3 ) Skilled Nursing
CRNAs/AAs 10000-79999 w3 8 Facility
Medically directing 4 ) Ambulatory
CRNASs/AAs 10000-79999 wa B Surgical Center

Physician Services Handbook—Anesthesia ¢ May 2001 21
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Appendix 2
HCFA 1500 Claim Form Completion Instructions

Usethefollowing claim form completion instructions, not the claim form’ s printed descriptions, to avoid denia or inaccurate
claim payment. Do not include attachments unlessinstructed to do so. Complete the elements listed below as appropriate.
No other elements are required.

Note: Medicaid providers should alwaysverify recipient eigibility beforerendering services.

Element 1 - Program Block/Claim Sort Indicator
Enter claim sort indicator “P’ in the Medicaid check box for the service billed.

Element 1a - Insured’s 1.D. Number
Enter therecipient’s 10-digit Medicaid ID number. Do not

enter any other numbers or letters. Mother/Baby Claims
A provider may submit claimsfor aninfant if theinfantis
Element 2 - Patient’s Name 10 days old or less on the date of service and the mother

of theinfantisaMedicaid recipient. To bill for aninfant
using the mother’s M edicaid i dentification number, enter
thefollowing:

Element 1a: Enter themother’s 10-digit Medicaid ID

. o . , number.
Element 3 - Patient’s Birth Date, Patient’s Sex Element2:  Enter themother’slast namefollowed by

Enter the recipient’s birth datein MM/DD/Y'Y format (e.g., “newborn.”
February 3, 1955, would be 02/03/55) or in MM/DD/YYYY Element3:  Enter theinfant'sdate of birth.
format (e.g., February 3, 1955, would be 02/03/1955). Specify | Element4:  Enter themother’snamefollowed by

if male or female with an “X.” “mom” in parentheses. _ _
Element 21: Indicate the secondary or lesser diagnosis

code“M11” infields2, 3, or 4.

Enter therecipient’ slast name, first name, and middleinitial.
Write the name exactly as it appears on the Medicaid ID
card.
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Element 5 - Patient’s Address

Enter the complete address of the recipient’s place of
residence.

Element 9 - Other Insured’s Name
Third-party insurance (private insurance coverage) must be billed prior to billing Wisconsin Medicaid, unlessthe
service does not require third-party billing as determined by Wisconsin Medicaid.
e When therecipient has dental (DEN) insurance only or has no private insurance, leave element 9 blank.
e When the recipient has Wausau Health Protection Plan (HPP), Blue Cross (BLU), Wisconsin Physicians Service
(WPS), CHAMPUS (CHA), or some other (OTH) private insurance, and the service requires third party billing
according to the Coordination of Benefits section of the All-Provider Handbook, one of the following three other

insurance (Ol) explanation codes must beindicated in the first box of element 9. The description is not required, nor
isthe policyholder, plan name, group number, etc. (Elements 9a, 9b, 9c¢, and 9d are not required.)

Code  Description

Ol-P  PAID by healthinsurance. In Element 29 of this claim form, indicate the amount paid by health insurance to
the provider or to theinsured.
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Appendix 2
(continued)

OI-D  DENIED by hedlth insurance following submission of acorrect and complete claim, or payment was
applied towards the coinsurance and deductible. Do not use this code unlessthe claim was actually billed to
the health insurer.

ol-Y Y ES. Therecipient has healthinsurance, but it was not billed for reasonsincluding, but not limited to:
v Recipient denied coverage or will not cooperate.
v The provider knowsthe servicein question is not covered by the carrier.
v Hedthinsurancefailed to respondtoinitial and follow-up claims.
v Benefits not assignable or cannot get assignment.
e When therecipient isamember of acommercial HMO, one of the following must beindicated, if applicable:
Code Description

OI-P  PAID by HMO. Theamount paid isindicated on the claim.

Ol-H HMO does not cover this service or the billed amount does not exceed the coinsurance or deductible
amount.

I mportant Note: The provider may not use OI-H if the HMO denied payment because an otherwise covered
service was not rendered by a designated provider. Services covered by an HMO are not reimbursable by
Wisconsin Medicaid except for the copayment and deductible amounts. Providers who receive a capitation payment
from the HM O may not bill Wisconsin Medicaid for serviceswhich are included in the capitation payment.

Element 11 - Insured’s Policy, Group or FECA Number

Use the first box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.) Bill
Medicare beforebilling Wisconsin Medicaid.
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Element 11 should be left blank when one or more of the following statementsistrue:
e Medicare never covers the procedure in any circumstance.
e Therecipient's Wisconsin Medicaid file shows he or she does not have any Medicare coverage for the service

provided. For example, the service is covered by Medicare Part A, but the recipient does not have Medicare Part A.
Servicesrelated to adiagnosis of chronic renad failure are the only exceptions.

e Thenon-physician provider’sWisconsin Medicaid file shows he or sheisnot Medicare certified. (This does not
apply to physicians because Medicare will retroactively certify physiciansfor the date and the service provided if they
held avalid license when the service was performed.)

e Maedicare has allowed the charges. In this case, attach the Explanation of Medicare Benefits (EOMB), but do not
indicate on the claim form the amount Medicare paid.

If none of the above is true, a Medicare disclaimer code is necessary.
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Appendix 2
(continued)

Use the following applicable Medicare disclaimer codes when appropriate:

Code Description

M-1 M edicar e benefits exhausted. This code can be used when Medicare has denied the charges because
therecipient’slifetime benefit, spell of illness, or yearly allotment of available benefitsis exhausted. Usethe

M-1 disclaimer inthesetwo instances only:

For Medicare Part A (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.

e Therecipientiseligiblefor Medicare Part A.

e Theservice provided is covered by Medicare Part A but is hot payable due to benefits being exhausted.
For Medicare Part B (dl three criteria must be met):

e Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part B.

e Therecipientiseligiblefor Medicare Part B.

* Theservice provided is covered by Medicare Part B but is not payable due to benefits being exhausted.

M-6 Recipient not Medicare digible. This code can be used when Medicare denies payment for services
related to chronic renal failure (diagnosis code “585”) because the recipient is not eligible for Medicare.
Medicaremust bebilled firgt, even when therecipient isidentified in Wisconsin Medicaid filesasnot eligible
for Medicare. Use the M-6 disclaimer code in these two instances only:

For Medicare Part A (all three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.
e Medicaredeniestherecipient digibility.

e Theserviceisrelated to chronic rend failure.

For Medicare Part B (al three criteria must be met):

* Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.
e Medicaredeniestherecipient digibility.

e Theserviceisrelated to chronic rend failure.

M-7 Medicare disallowed or denied payment. This code applies when Medicare denies the claim for
reasonsrelated to policy, not billing errors. Use M-7 in thesetwo instances only:
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For Medicare Part A (al three criteria must be met):
e Theproviderisidentified in Wisconsin Medicaid filesas certified for Medicare Part A.
e Therecipientiseligiblefor Medicare Part A.

* Theserviceis covered by Medicare Part A but is denied by Medicare Part A due to frequency
limitations, diagnosisregtrictions, etc.

For Medicare Part B (dl three criteria must be met):
* Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.

e Therecipientiseligiblefor Medicare Part B.

* Theserviceiscovered by Medicare Part B but is denied by Medicare Part B due to frequency
limitations, diagnosisregtrictions, etc.
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Appendix 2
(continued)

Code Description

M-8 Noncovered Medicare service. This code can be used when Medicare was not billed because the
service, under certain circumstances related to the recipient’s diagnosis, is not covered. Use M-8 in these
twoinstancesonly:

For Medicare Part A (al three criteria must be met):

e Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part A.

e Therecipientiseligiblefor Medicare Part A.

e Theserviceisusuadly covered by Medicare Part A but not under certain circumstances related to the
recipient'sdiagnosis.

For Medicare Part B (dl three criteria must be met):

e Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part B.

e Therecipientiseligiblefor Medicare Part B.
e Theserviceisusuadly covered by Medicare Part B but not under certain circumstances related to the
recipient’sdiagnoss.

Element 19 - Reserved for Local Use
If you bill an unlisted (or not otherwise specified) procedure code, you must describe the procedure. If element 19
does not provide enough space for the procedure description, or if you are billing multiple unlisted procedure codes,
you must attach documentation to the claim describing the procedure(s). In thisinstance, indicate “ See Attachment”
in element 19. Do not bill unlisted procedure codes through electronic billing. Unlisted procedure codes are required
to be submitted through paper claim submission.
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Element 21 -Diagnosis or Nature of Illness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM)
diagnosis code for each symptom or condition related to the services provided. List the primary diagnosisfirst.
Etiology (“E”) and manifestation (“M") codes may not be used as a primary diagnosis. The diagnosis descriptionis

not required.

Wisconsin Medicaid denies claims without the appropriate |CD-9-CM diagnosis code. One source to order the
complete |ICD-9-CM code book is:

<. Anthony Publishing, Inc.
P. O. Box 96561
Washington, D.C. 20090
(800) 632-0123

Element 24A - Date(s) of Service

Enter the month, day, and year for each procedure using the following guidelines:
e When hilling for one date of service, enter the datein MM/DD/YY or MM/DD/YYYY format in the“From” field.

e When hilling for two, three, or four dates of service on the same detail line, enter thefirst date of servicein
MM/DD/YY or MM/DD/YYYY format in the“From” field, and subsequent dates of servicein the“To” field by
listing only the date(s) of the month (i.e., DD, DD/DD, or DD/DD/DD).
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Appendix 2
(continued)

It isallowable to enter up to four dates of service per lineif:
e All dates of service are in the same calendar month.

e All sarvicesarebilled using the same procedure code and modifier, if applicable.

» All procedures have the same type of service (TOS) code.

» All procedures have the same place of service (POS) code.

e All procedures were performed by the same provider.

e Thesamediagnosisisapplicable for each procedure.

» Thechargefor al proceduresisidentical. (Enter thetotal charge per detail linein element 24F.)
*  The number of services performed on each date of serviceisidentical.

» All procedures have the same HealthCheck or family planning indicator.

» All procedures have the same emergency indicator.

Element 24B - Place of Service
Enter the appropriate Medicaid single-digit POS code for each service. Refer to Appendix 1 for alist of POS codes.

Element 24C -Type of Service
Enter “2" for vascular procedures and “7” for anesthesia procedures.

Element 24D - Procedures, Services, or Supplies

Enter the single most appropriate five-character Current Procedural Terminology (CPT) code, HCFA Common
Procedure Coding System (HCPCS) code, or local procedure code. Claims received without the appropriate CPT,
HCPCS, or local code are denied by Wisconsin Medicaid.

>
S
S,
@
S
o
<

Each year, Wisconsin Medicaid adopts the most current CPT and HCPCS procedure codes. (The exact date is
announced in a Remittance and Status [R/S] Report message.) Therefore, providers must use the Medicaid
Physician Services Handbook in conjunction with the most current CPT and HCPCS procedure code book.

Modifiers

Enter the appropriate two-character modifier in the“Modifier” column of element 24D. Wisconsin Medicaid only
accepts specific modifiers that are appropriate to the procedure billed. Please note that Wisconsin Medicaid has not
adopted all CPT, HCPCS, or Medicare modifiers. Use the following list of allowable procedure codes and modifiers
for the medical direction of Certified Registered Nurse Anesthetists or Anesthesiologist Assistants (CRNAS/AAS):

Procedure
Service Codes Modifier
Medically Directing 1 CRNA/AA 10000-79999 w1
Medically Directing 2 CRNAJAAS 10000-79999 w2
Medically Directing 3 CRNAJAAS 10000-79999 W3
Medically Directing 4 CRNAJAAS 10000-79999 w4

Element 24E - Diagnosis Code
Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in element 21.
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Appendix 2
(continued)

Element 24F - Charges
Enter the total charge for each line item.

Element 24G - Days or Units

Enter the appropriate number of units, time units, qualifying circumstance units, or other servicesbilled for each line
item. Always use adecimal (e.g., 2.00 units). Do not indicate the relative value units (RV Us) of the surgical,
therapeutic, or diagnostic procedure performed.

Element 24H - EPSDT/Family Planning

Enter an “H” for each procedure that was performed as a result of a HealthCheck (EPSDT) referral. Enter an “F”
for each family planning procedure. Enter a“B” if both HealthCheck and family planning services were provided. If
HealthCheck or family planning do not apply, leave this element blank.

Element 241 - EMG

Enter an “E” for each procedure performed as an emergency, regardless of the place of service. If the procedure is
not an emergency, leave this element blank.

Element 24K - Reserved for Local Use

Enter the eight-digit, Medicaid provider number of the performing provider for each procedure, if the billing
provider indicated in element 33 belongsto aphysician clinic or group.

Any other information entered in this element may cause claim denial.

Element 26 - Patient’s Account No.

Optional - provider may enter up to 12 characters of the patient’ sinternal office account number. This number will
appear on the R/S Report.

Element 28 - Total Charge
Enter the total charges for this claim.

Element 29 - Amount Paid

Enter the amount paid by other insurance. If the other insurance denied the claim, enter $0.00. (If adollar amount is
indicated in element 29, “OI-P” must be indicated in element 9.) Do naot enter Medicare paid amountsin thisfield.

Element 30 - Balance Due
Enter the balance due as determined by subtracting the amount paid in element 29 from the amount in element 28.

Element 31 - Signature of Physician or Supplier

The provider or the authorized representative must sign in element 31. The month, day, and year the form is signed
must also be entered in MM/DD/YY or MM/DD/YYYY format.

Note: The signature may be a computer-printed or typed name and date, or a signature stamp with the date.

Element 33 - Physician’s, Supplier’s Billing Name, Address, ZIP Code and Phone #

Enter the provider’ s name (exactly as indicated on the provider’ s notification of certification letter) and address of
thebilling provider. At the bottom of element 33, enter the billing provider’ seight-digit Medicaid provider number.
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Appendix 3

Sample HCFA 1500 Claim Form-Physician Anesthesia Services

| PICA

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE
D (Medicare #)

MEDICAID CHAMPUS

CHAMPVA GROUP
HEALTH PLAN
(Medicaid #) D {Sponsor's SSN) D (VA File #) D (SSN or ID) l:l

FECA
BLK LUNG
(SSN)

[

OTHER

1a. INSURED'S 1.D. NUMBER

1234567890

(FOR PROGRAM IN ITEM T)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)
Recipient,ImA.

3. P'\?TIENT’S BIRTH DATE SEX

M, DD | YY
MMIDDIYW wm[] F[X

4. INSURED’S NAME (l.ast Name, First Name, Middie Initiat)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

609 Willow Self [ ] spouse[ | chid[ ] other| ]
cITY STATE | 8. PATIENT STATUS cITY STATE
Anyta/vn WI Singlel:l Married l:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXX)XXX-XXXX [ Stucent [ ] Stucent C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURBENT OR PREVIOUS)

D YES |:| NO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY
| ; ‘ M

SEX

il

b. AUTO ACCIDENT? PLACE (State)

D YES D NO

[—

!
c. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[

D YES

11. INSURED’S POLICY GROUF OR FECA NUMBER

M -7

a. INSURED'S DATE OF BIRTH SEX
MM | DD | YY

P ML Pl

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

|—}YES |—| NO If yes, return 1o and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ————— > |<— CARRIER —>

below.

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to precess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED

ILLNESS (First symptom) OR
INJURY (Accident) OR

14. DATE OF CURRENT:
MM | DDt YY
! | PREGNANCY/(LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM ! DD } YY
1 I

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD YY MM | DD 1 YY

| I
FROM ! | T0

L
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

i
17a. |.D. NUMBER OF REFERRING PHYSICIAN

Il Il Il
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| DD | YY MM | DD | YY

FROM ! : T0 i |

19. RESERVED FOR LOCAL USE

Il Il Il
20. OUTSIDE LAB? $ CHARGES
[Jves [no

21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

3

22. MEDICAID RESUBMISSION
GODE ORIGINAL REF. NO.

. L5751 > _
’ T ) 23. PRIOR AUTHORIZATION NUMBER
2. | L 4. | __
24 A B @ D E F G H i J K
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES| L ranosiS DAYS [EPSDT| RESERVED FOR
From To f f Explain Unusual Circumstances) OR | Family
MM DD YY MM DD YY crThoraY | MODIFIER CODE § CHARGES UNITS| Plan | EMG | COB LOCAL USE
MMDDYYYY ! ! 1 47600 [ ! 1 XXX }(X 8.0 12345678
\ ;

| [ | |

| | | |
25. FEDERAL TAX L.D..NUMBER SSN EIN

(1L ]

26.

PATIENT'S ACCOUNT NO

1234JED

|
) (For govt. claims, see back)

[]ves NO

28. TOTAL CHARGE

29. AMOUNT PAID

30. BALANCE DUE
$ XXXIXX | s i s XXX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32.

I .M.Authorized MM/DD/YY
| SIGNED DATE

NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

[.M.Billing
1W. Williams
Anytown, WI 55§g§w 87654321

PIN#

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500

FORM RRB-1500
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Appendix 4

Sample HCFA 1500 Claim Form-Physician Anesthesia Services With
Qualifying Circumstances

[T T Jrica HEALTH INSURANCE CLAIM FORM PICA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN ___ BLK LUNG

[] Medicare # {Medicaid #) [ (Sponsor's SSN) [ | (VA File # [ | (SSNoriD) SSN) - [] (D) 1234567890

2. PATIENT'S NAME {Last Name, First Name, Middle Initial)
Recipient,ImA.

3. P'\?TIENT’S BIRTH DATE SEX

M, DD | YY
MMIDDIYW wm[] F[X

4. INSURED’S NAME (l.ast Name, First Name, Middie Initiat)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

609 W| I IOW Self D Spousel:l Chi!dlj OtherEI
CITY STATE | 8. PATIENT STATUS CITY STATE
Anyta/vn WI Singlel:l Married I__| Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXX)XXX-XXXX [ sugert [ Swern C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES |:| NO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY
| } ‘ M

SEX

T[]

b. AUTO ACCIDENT? PLACE (State)

D YES D NO

[E—

!
c. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[

D YES

11. INSURED’S POLICY GROUF OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD | YY

P ML Pl

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES I:‘ NO ¥ yes, return to and complete item 9 a-d.

below.

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to precess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

. INSURED'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier far
services described below.

SIGNED

PATIENT AND INSURED INFORMATION ——— | <— CARRIER-

ILLNESS (First symptom) OR
INJURY (Accident) OR

14. DATE OF CURRENT:
MM T DD oYY
! ] PREGNANCY(LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
D YY

GIVE FIRST DATE MM ! D }

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD YY MM | DD 1 YY

| I
FROM ! | T0

i i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

i |
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

Il L Il
. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD | YY MM | DD | YY
FROM ! ! T0 i |

19. RESERVED FOR LOCAL USE

I I I
OUTSIDE LAB?

20. $ CHARGES
[Jves [ no

21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) j 22. (’%EECA'D RESUBMISSION ORIGINAL REF. NO.

L L5751 5 _

23. PRIOR AUTHORIZATION NUMBER

2. | R 4. | _

24. A B o] D E F DEYS EPgDT | J K
Place | Type |PROCEDURES, SERVICES, OR SUPPLIES <
we B e Do v s oo | S | scmsces |G|l ew | oon | "LotAriR:”
1 MM:DD YY ! ! + 47600 | 1 XXKX (8.0 E 12345678
MM:DD YY ! ! 99135 | 1 XXXX |10 E 12345678
MMDDYY | 99140 | | 1 XXXX |10 E 12345678
MMDDYY | | 99105 | 1 XXXX |10 E 12345678
S || |

| | L
25. FEDERAL TAX L.D..NUMBER SSN EIN

(1L ]

52 1
26. PATIENT'S ACCOUNT NO.

1234JED

Zi i
27. ACCEPT ASSIGNMENT?
(For govt. claims, see back)

[Jvyes [ ] no

28. TOTAL CHARGE

29. AMOUNT PAID
s OXXXXX | C s XXX

30. BALANCE DUE

X

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

.M. Authorized MM/DD/YY
| SIGNED DATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

[.M.Billing
1W. Williams
Anytown, WI 55§§§P# 87654321

PIN#

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500
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Appendix 5

Sample HCFA 1500 Claim Form-Medical Direction With Qualifying

| PICA

Circumstances

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE
D (Madicare #)

MEDICAID CHAMPUS

CHAMPVA GROUP
HEALTH PLAN
(Madicaid #) D {Sponsor's SSN) D {VA File #) D (SSN or D) l:l

FECA
BLK LUNG
SN [ )

OTHER

1a. INSURED'S 1.D. NUMBER

1234567890

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT’SDBIRTH DATE SEX

4. INSURED’S NAME (l.ast Name, First Name, Middie Initiat)

.. MM LYY
Recipient,ImA. MM DD'Y w[X] F
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 W|”0W Self D Spousel:l ChinD Otherl:l
CITY STATE | 8. PATIENT STATUS CITY STATE
AnytONn WI Single’_| Married I:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXXXXX-XXXX [ Stugent [ Stucem C )
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
ol-P

a. OTHER INSURED'S POLICY CR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES I:I NO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY
| ; ‘ M

SEX

i

b. AUTO ACCIDENT? PLACE (State)

D YES D NO

[—

!
c. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[

D YES

a. INSURED'S DATE OF BIRTH SEX
MM | DD | YY

| | M

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES I:‘ NO ¥ yes, return to and complete item 9 a-d.

below.

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to precess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

. INSURED’S.OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED

PATIENT AND INSURED INFORMATION ————— > |<—CARRIER—

ILLNESS (First symptom) OR
INJURY {Accident) OR

14. DATE OF CURRENT:
MM | DD @YY
! i PREGNANCY(LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM ! DD } YY
1 I

. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
D YY MM | DD | YY

MM DI |
FROM ! I T0

L
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

i
17a. |.D. NUMBER OF REFERRING PHYSICIAN

Il Il Il
HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| DD | YY MM | DD | YY

FROM ! : TO i |

19. RESERVED FOR LOCAL USE

I I I
OUTSIDE LAB?

20. $ CHARGES
[Jves [no

RE=IEN S

21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

3

22. MEDICAID RESUBMISSION
GODE ORIGINAL REF. NO.

3. L .
23. PRIOR AUTHORIZATION NUMBER
2. | 284 . _8_ 4 .
4. A B C D E F & T H i J K
DATE(S) OF SERVIGE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES|  piaGNOSIS DAYS [EPSDT] RESERVED FOR
From To f i Explain U | Ci tances; OR | Farnily
MM DD YY MM __ DD YY o T MODIFIER ) CODE $ CHARGES uNiTs| Plan | EMG | COB LOCAL USE
MMDDYYYY ! ! 47600 l W2 1 XX }(X 8.0 12345678
1 I i | I | [
|
MMDDYYYY ! } 99135 i ! 2 XX ?(X 1.0 12345678
2 | |

| [ | |
|

3 1 | |
25. FEDERAL TAX L.D..NUMBER SSN EIN

(1L

26.

PATIENT'S ACCOUNT NO

1234JED

|
) (For govt. claims, see back)

[]ves NO

29. AMOUNT PAID 3¢. BALANCE DUE

28. TOTAL CHARGE
s XRXXX g XXXX [ XXXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certity that the statements on the reverse
apply to this bill and are made a part thereof.)

32.

.M. Authorized MM/DD/YY
| SIGNED DATE

NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

[.M.Billing
1W. Williams

Anytown, WI 55§§§Pat 87654321

PIN#

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500
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Sample HCFA 1500 Claim Form-Medical Direction With Third Surgery

| PICA

Appendix 6

Begun During Procedure

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE
D (Medicare #)

MEDICAID CHAMPUS
(Medicaid #) D {Sponsor’s S.

CHAMPVA GROUP

FECA
HEALTH PLAN BLK LUNG
SN} D (VA File #) D (SSN or ID) l:l (SSN) D (/D)

OTHER

1a. INSURED'S 1.D. NUMBER

1234567890

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT’SDBIRTH DATE SEX

4. INSURED’S NAME (l.ast Name, First Name, Middie Initiat)

a. OTHER INSURED'S POLICY OR GROQUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES I:I NO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY
| ; M

SEX

b. AUTO ACCIDENT? PLACE (State)

E ‘—_—] D YES DNO

[—

!
c. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[Jro

D YES

.. MM LYY
Recipient,ImA. MM DD'Y w[X F
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 W|”0W Self D Spousel:l ChinD Otherl:l
CITY STATE [ 8. PATIENT STATUS cITY STATE
AnytONn WI Singlel:l Married I:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXOXXXX-XXXX [ Student [ Stucem C )
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
ol-P

a. INSURED'S DATE OF BIRTH
MM | DD | YY
| | M
| |

SEX

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [Ino

#f yes, return o and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ——— | <— CARRIER—

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to precess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

services described below.

. INSURED’S.OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

below.
SIGNED ___ DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM T DD ; YY INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD | YY MM | DD YY MM | DD YY
! H PREGNANCY/(LMP) ! ! FROM ! I T0

i
17. NAMC OF RECFERRING PHYSICIAN OR OTHER S

i
17a. |.D. NUMBER OF REFERRING PHYSICIAN

[Jves [no

Il Il Il
OURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| DD | YY MM | DD | YY
FROM | ‘t TO | ‘»
18. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

RE=IEN S

21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

3

2.

N

. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

.M. Authorized MM/DD/YY
| SIGNED DATE

RENDERED (If other than home or office)

&PHONE#
[.M.Billing
1W. Williams

FIN:

s T 23. PRIOR AUTHORIZATION NUMBER
2. | R 4 . - N
24 A B c D E F G H | J K g
DATE(S) OF SERVICE. Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSDT| RESERVED FOR (o]
From To f of Explain Unusual Circumstances) OR | Family -
MM DD YY MM DD YY lsovicaSenice CPTAIGRGES - MODIFIER coDE $OHARGES  |ymiTs| Plan | EMG | ©OB | LOCALUSE =
MMDD YY ! ! 117 47600 | W2 1 XXKXX 4.0 12345678 |
1 I i | I | [ i
|
=
MM:DD YY ! ! 117 47600 | W3 1 XX }(X 8.0 12345678 |g
2 I | I I | | w
i | | | | E E
0.
Lo L | s 5
| 1 | | | : ']
| | | | | | i [e]
| i | L | : =
I i I | I\ s
I ! I | | | (3]
I ! I i I ; ]
i >
| I | i | } L
S L L | | =
: !
* 25, FEDERAL TAX 1D, NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 21(@33@\5"%?33261;1&5{%& 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
0 1234JED e e s XRXXX [ XXX |6 XXX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACLLITY WHERE SERVICES WERE [33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

Anytown, WI 55%55 87654321
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(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
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FORM HCFA-1500 (12-90)

FORM OWCP-1500

FORM RRB-1500
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Glossary of Common Terms

AA
Anesthesiologist assstant.

Adjustment

A modified or changed claim that wasoriginally allowed
at least in part by Wisconsin Medicaid.

Allowed status

A Medicaid or Medicare clam that has at |east one
servicethat isreimbursable.

BadgerCare

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles XX and XXI to
uninsured children and parents with incomesat or
below 185% of the federal poverty level and who meet
other program requirements. The god of BadgerCare
istofill the gap between Medicaid and private
insurance without supplanting or “crowding out” private
insurance.

BadgerCare benefits are identicd to the benefits and
services covered by Wisconsin Medicaid and

recipients health careisadministered through the same
ddivery system.

CPT

Current Procedural Terminology. A listing of
descriptive termsand codes for reporting medicd,
surgical, therapeutic, and diagnostic procedures. These
codesare devel oped, updated, and published annually
by the American Medica Association and adopted for
billing purposesby Health Care Financing
Administration (HCFA) and Wisconsin Medicaid.

CRNA
Certified registered nurse anesthetist.

Crossover Claim

A Medicare-allowed claim for adual entitlee sent to
Wisconsin Medicaid for possible additiona payment of
the Medicare coinsurance and deductible.

DHCF

Division of Health Care Financing. The Division of
Hesdlth Care Financing administersWisconsin Medicaid
for the Department of Health and Family Services
(DHFS) under statutory provisions, administrativerules,
and the state’'s Medicaid plan. The state's Medicaid
plan isacomprehensive description of the state's
Medicaid program that providesthe Health Care
Financing Administration (HCFA) andthe U.S.
Department of Health and Human Services (DHHS)
assurances that the program isadministered in
conformity with federal law and HCFA policy.

DHHS

Department of Health and Human Services. The
United States government’s principal agency for
protecting the health of all Americansand providing
essential human services, especially for those who are
least ableto help themselves.

The DHHS includes more than 300 programs, covering
awide spectrum of activities, including overseeing
Medicare and Medicaid; medical and socid science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assistancefor low-incomefamilies.

DOS

Date of service. The calendar date on which a specific
medica serviceis performed.

Dual entitlee

A recipientwhoisdigiblefor both Medicaid and
Medicare, either Medicare Part A, Part B, or both.

ECS
Electronic Claims Submission. Claimstransmitted via

thetelephonelineand fed directly into Wisconsin
Medicaid's claims processing subsystem.

Emergency services

A medical condition manifesting itself by acute
symptoms, including severe pain, such that aprudent
layperson, who possesses an average knowledge of
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health and medicine, could reasonably expect the
absence of immediate medical attentionto resultin
placement of theindividua’s health, or inthe case of a
pregnant woman, thewoman and unborn child’shealth
inseriousjeopardy; seriousimpairment of bodily
functions; or serious dysfunction of abodily organ or
part.

EOB

Explanation of Benefits. Appears on the provider’s
Remittance and Status (R/S) Report and notifiesthe
Medicaid provider of the status or action taken on a
clam.

EVS

Eligibility Verification System. Wisconsn Medicaid
encouragesall providersto verify digibility before
rendering services, both to determinedigibility for the
current date and to discover any limitationsto a
recipient’s coverage. Providers may access recipient
igibility information through thefoll owing methods.

e Automated Voice Response (AVR) system.

* Magnetic stripe card readers.

*  Persona computer software.

*  Provider Services (telephone correspondents).

e Direct Information Access Line with Updates for
Providers (Did-Up).

Fee-for-service

Thetraditional health care payment system under
which physiciansand other providersreceivea
payment for each unit of service provided rather than a
capitation payment for each recipient.

Fiscal agent

The Medicaid fisca agent (EDS) isunder contract with
the Department of Health and Family Servicesto
certify providers, process and pay claims, answer
provider and recipient questions, issueidentification
cardstorecipients, publishinformationfor providers
and reci pients, and maintain theWisconsin Medicaid
Web ste.
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HCFA

Health Care Financing Administration. An agency
housed within the U.S. Department of Health and
Human Services (DHHS), HCFA administers
Medicare, Medicaid, related quality assurance
programs, and other programs.

HCPCS

HCFA Common Procedure Coding System. A listing of
services, procedures, and supplies offered by physicians
and other providers. HCPCS includes Current
Procedural Terminology (CPT) codes, national
alphanumeric codes, and local dphanumeric codes. The
national codes are devel oped by Health Care Financing
Administration (HCFA) to supplement CPT codes.

HealthCheck
Programwhich providesMedicaid-digiblechildren
under age 21 with regular health screenings.

ICD-9-CM

International Classification of Diseases, Ninth
Revision, Clinical Modification. Nomenclature for
medical diagnosesrequired for billing. Availablethrough
the American Hospital Association.

Maximum allowable fee schedule

A listing of al procedure codesalowed by Wisconsin
Medicaid for aprovider type and Wisconsin Medicaid's
maximum allowable fee for each procedure code.

Medicaid

Medicaid isajoint federal/state program established in
1965 under Title X1X of the Socia Security Act to pay
for medical servicesfor peoplewith disahilities, people
65 years and older, children and their caretakers, and
pregnant women who meet the program'sfinancia
requirements.

Medically necessary

According to HFS 101.03 (96m), aMedicaid service
thetis:

(8 Requiredto prevent, identify or treat arecipient’s
illness, injury or disahility; and

(b) Meetsthefollowing standards:



1. Isconsistent with the recipient’s symptoms or POS

with prevention, diagnosisor treatment of the Place of service. A single-digit code which identifiesthe
recipient’sillness, injury or disability; place where the service was performed.
2. Isprovided consistent with standards of
acceptable quality of care applicableto type QMB-only
of service, thetype of provider and the Qualified Medicare Beneficiary under the Medicare
sting in V_Vh' ch Fhe sarviceisprovided, Catastrophic Health Act. QMB-only recipients are only
3. Isappropriste with regard tp generdl !y eligiblefor the payment of the coinsurance and the
accepted standards of medical practice; deductiblesfor Medicare-allowed daims;

4. Isnot medicaly contraindicated with regard
to therecipient’sdiagnoses, therecipient’s
symptoms or other medically necessary
servicesbeing provided to therecipient;

5. Isof proven medicd vaue or usefulnessand,
consistent with s. HFS 107.035, isnot

Qualifying circumstances

Conditionsthat complicate the rendering of anesthesia
services, including theextraordinary condition of the
patient, specia operative conditions, and unusual risk

experimental in nature; factors.

6. Isnot duplicative with respect to other
servicesbeing provided to therecipient; R/ S_ Report

7. Isnot solely for the convenience of the Remittance and Status Report. A statement generated
recipient, therecipient’sfamily or aprovider; by the Medicaid fiscal agent toinform the provider

8. With respect to prior authorization of a regarding the processing of the provider'sclaims.
service and to other prospective coverage
determinations made by the department, is RVU
cost-effective compared to an alternative Relative valueunit. A number assigned by Wisconsin
medically necessary servicewhichis Medicaidtoindicatethere ativeclinica intensity and
reasonably accessible to the recipient; and difficulty of thesurgical, diagnostic, or therapeutic

9. Isthemost appropriate supply or level of procedure code for which anesthesia services were
service that can safely and effectively be performed. The RVUs are not necessarily equivalent to
provided totherecipient. either federal or American Society of Anesthesiologists

RVUs. RVUs are indicated on Physician Maximum

. .. Allowable Fee Schedule.
On-site supervision of CRNAs and AAs

Thesupervisng anesthesiologistisimmediately TOS
availablefor consultation or, in the case of an
emergency, for direct intervention.

Typeof service. A single-digit codewhich identifiesthe
general category of a procedure code.

PA

Prior authorization. Thewritten authorization i ssued by
the Department of Health and Family Services (DHFS)
to aprovider prior to the provision of aservice.
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Index

Abortion Medicare
Documentation, 16 Allowedclaim, 8
Incidental services, 7 Assignment, 8
Policy, 7 Deniedclaim, 8
Disclaimer codes, 24
Adjustment Request Form Retroactive certification, 8

Correcting allowed (or paid) claim, 11
Mother/baby claim, 23

Anesthesiologist
Additional, 16 Qualified Medicare Beneficiary only (QMB-only), 8
Standby, 15
Qualifying circumstances
Certification, 5 Claim sample, 31, 33
Policy, 13
Claims Procedure codes, 14
Correcting allowed (or paid) claim, 11 Quantity, 14
Correcting denied claim, 11 Reimbursement, 10
Electronic, 8
Exceeding maximum daily reimbursement, 10 Recipient digibility, 6
HCFA 1500, see HCFA 1500
Mother/baby, 23 Reimbursement
Submissiondeadline, 9 General anesthesia, 10
Where to send, 9 Maximum allowablefee, 10
Maximum daily reimbursement, 10
Epidural anesthesia, 14 Medical direction, 10
Qualifying circumstances, 10
HCFA 1500
How to obtain, 9 Relative value units (RVUS)
Instructions, 23 Not billed on claim, 13
Samples, 29, 31, 33, 35 Reimbursement formula, 10
HMO, private, see Insurance, private Rounding guidelines
Anesthesia services, 13
Hysterectomy, 16 Medical direction, 17
Insurance, private Standby anesthesiologist, 15
Coordination of benefits, 7
Explanation codes, 23 Sterilization, 16
Verifying, 6

_ o Unlisted (nonspecific) procedure codes, 9
Invasive monitoring, 14

_ Vascular procedures
Maximum allowablefee, 10 Policy, 14

. . . Reimbursement, 10
Maximum daily reimbursement, 10
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